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Mental health is an integral part of health and it includes an individual’s emotional, psychological and social well-being. Mental
illness remains underreported and underdiagnosed, particularly in low- and middle-income countries, including South Africa.
South Africa carries a huge burden of mental illnesses with the most prevalent being anxiety disorders, substance abuse disorders,
mood disorders and depression. People with mental health conditions often face neglect in the health system as well as stigma
and discrimination. This has resulted in poor health outcomes, isolation and high suicide rates, including amongst adolescents.
The South African National Mental Health Policy Framework and Strategic Plan (2013–2020) aims to integrate mental health into
the health system to provide quality mental health services that are accessible, equitable and comprehensive, particularly for
community-based mental health. This article provides an overview of mental health care in South Africa, highlighting its public
health importance.
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Introduction

primary health care (PHC) approach.4,5 Currently, evidence of
successful implementation of this policy with integration of
mental health is still limited.7 In 2017, nearly 150 patients with
mental health illness died at unlicensed facilities after being
moved from the Life Esidimeni Hospital.8

From the World Health Organization’s (WHO) definition of
mental health, as “a state of well-being in which every individual
realises his or her own potential, can cope with the normal stresses
of life, can work productively and fruitfully, and is able to make a
contribution to his or her community”, it is clear that mental health
is not merely the absence of illness or disease, with an impact
on the individual as well as the population.1 The importance of
mental health is recognised globally and clearly reflected in the
United Nations’ Sustainable Development Goals, for the post2015 agenda.2

Prevalence of mental disorders in adults
In 2016, an estimated 1.1 billion people were living with mental
health and substance abuse disorders in all but four countries
worldwide, of which major depressive disorders ranked amongst
the top ten causes of ill health.9 The prevalence of mental health
disorders is the highest in low- and middle-income countries
such as South Africa,10 attributed to conflict and trauma,
hunger and poverty, poor access to health and social care, and
social inequality.11 Notwithstanding this high prevalence, these
countries spend less than 3% of their health budgets on mental
health care, even though mental disorders cause 25.5% of the
years lived with disability.3,12 Therefore, the social determinants
of mental health cannot be disregarded. 13,14

Mental health disorders share common features with the major
non-communicable diseases as well as infectious diseases such
as HIV/AIDS and tuberculosis, all being chronic diseases, often
co-occurring and requiring continuous management and
monitoring.3 The WHO therefore recommends an integrated
healthcare system, catering for people’s overall healthcare needs,
as an efficient way of preventing and managing mental disorders
and other chronic diseases.3

In South Africa, neuropsychiatric disorders are ranked third in
their contribution to the burden of disease after HIV/AIDS and
other infectious diseases.6 Prevalence data on mental health in
South Africa are limited and date back to the 2004 South African
Stress and Health Survey (SASH), reporting a 16.5% 12-month
prevalence and 30.3% lifetime prevalence of common mental
disorders among adults.15 Anxiety disorder (15.8%) was the
most prevalent class of lifetime mental disorders, followed by
substance use disorder (13.3%) and mood disorders (9.8%).15 The

Over the last two decades, South Africa has taken a public health
approach towards better mental health care, firstly with the
reform of the Mental Health Care Act (17 of 2002), emphasising
the human rights of patients.4,5 Secondly, in line with WHO
recommendations and to reduce the burden of untreated mental
health conditions, South Africa developed a National Mental
Health Policy Framework and Strategic Plan 2013–2020,6 aimed
at the integration of mental health care into a comprehensive
www.tandfonline.com/oemd
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Major depressive disorder is also known as unipolar depression.
Episodes of major depression occur in both major depressive
disorder and in bipolar disorder. However, in the case of bipolar
disorder, patients have a lifetime history of manic/hypomanic
episodes whereas patients with unipolar major depression do
not.24 The exact cause of depression remains unknown but it has
been linked to heredity factors, changes in neurotransmitters
such as NE, 5-HT, and dopamine, altered endocrine function and
psychosocial factors.25

prevalence of post-traumatic stress disorder (PTSD) in patients
attending PHC clinics in South Africa was as high as 19.9% in
the period 2003–2004.16 During the same period, females were
1.75 times more likely to be diagnosed with major depressive
disorder than males,17 while males were at an increased risk of
developing substance-use disorders.17

Brief overview of the most common mental disorders
Each mental disorder has its own set of specific symptoms, but
there are general signs of mental illness. Common early signs of
mental disorders are summarised in Box I.18,19

Bipolar disorder is a mood disorder, characterised by episodes
of mania, hypomania, and major depression.24 The subtypes of
bipolar disorder include bipolar I and bipolar II. Patients with
bipolar I disorder experience manic episodes and nearly always
experience major depressive and hypomanic episodes. Bipolar
II disorder is marked by at least one hypomanic episode, at
least one major depressive episode, and the absence of manic
episodes.24

Box I. Early signs of mental disorders18,19
• Loss of interest or pleasure in activities that are normally
pleasurable.
• Consistently low energy, fatigue and sleep problems.
• Feeling as if nothing matters.
• Persistent sadness or depressed mood and anxiety.
• Marked behavioural changes; neglecting usual responsibilities
related to work, school, domestic or social activities.
• Agitated, aggressive behaviour, decreased or increased activity.
• Fixed false beliefs not shared by others in the person’s culture/
delusions.
• Hearing voices or seeing things that are not there.
• Lack of realisation that one is having mental health problems.
• Using drugs more than normal (including alcohol and nicotine).
• Displaying uncharacteristic emotions.
• Confusion, disorientation, fogginess.
• Persistent thoughts or memories that reappear regularly.
• Current thoughts, plan or act of self-harm/suicide, or history
thereof.
• Increased irritability.
• Changes in eating habits accompanied by significant weight loss
or gain.
• Difficulty concentrating, and learning.

Manic episodes involve clinically significant changes in mood,
energy, activity, behaviour, sleep, and cognition. Manic speech
is typically loud, pressured or accelerated, and difficult to
interrupt, and may be accompanied by jokes, singing, clanging
and dramatic signals. The duration of manic episodes can
range from weeks to months.20,24 Manic patients could also be
involved in various high-risk and pleasurable activities including
promiscuous sexual activities and dangerous sports.20
Hypomanic episodes are characterised by changes in mood,
energy, activity, behaviour, sleep, and cognition that are similar
but less severe than those of mania. Hypomanic speech can
be loud and rapid, but generally easier to interrupt than manic
speech.24

Post-traumatic stress disorder (PTSD) is classified as an anxiety
disorder, characterised by recurrent intrusive recollections of an
overwhelming traumatic event.20 This can occur after somebody
has been through a traumatic event, either experienced or
witnessed.21 The pathophysiology of PTSD is incompletely
understood,20 although neuroendocrine studies have linked
it to abnormalities occurring in pre-trauma, during trauma
and post-trauma. Various neurotransmitters may be involved
in the pathophysiology, such as serotonin, norepinephrine
and glutamate, which are mainly involved in the processing of
emotional and somatic contents of the amygdala.21

Mental health disorders in adolescents
Mental health amongst adolescents is common, with
approximately 20% of children and adolescents having a mental
health disorder.26 Going through adolescence, a time during
which many psychosocial and physiological changes take place,
often results in huge stress levels and subsequent mental health
disorders.27 About half of mental health or drug abuse problems
occur around the age of 14 years.26 Mental illness amongst
adolescents is often associated with poor academic achievement,
substance use, violence, suicide, pregnancy and an increased risk
of psychopathology later in adulthood.28 Psychosocial factors
also play a role such as abuse, neglect, bereavement, family
conflict, bullying and stressful life events.28 In South Africa, one in
five high school learners has tried or considered to take their own
life at some point and 9% of young adult deaths are as a result of
suicide.29 All these factors contribute to the high disease burden
associated with mental health illness amongst adolescents.28

Generalised anxiety disorder is a distressing, unpleasant
emotional state of nervousness and unease, often accompanied
by physical changes and behaviours similar to those caused by
fear.20 Generalised anxiety disorder is characterised by excessive,
almost daily anxiety and worry about activities or events
occurring over a period of six months or longer.20 Generalised
anxiety disorder may be associated with PTSD, increased rates of
substance abuse and obsessive-compulsive disorder.22 It is also
linked to a significant degree of functional impairment (similar
to major depression), poor cardiovascular health and coronary
heart disease.22 Neurotransmitters such as norepinephrine,
γ-aminobutyric acid, serotonin, corticotropin-releasing factor,
and cholecystokinin have been linked to the modulation of
normal and pathologic anxiety states.23
www.tandfonline.com/oemd

Diagnosis of mental illness in adolescents can be more
challenging, as compared to adults, despite fairly similar
diagnostic criteria for both groups.30 Common emotional and
behavioural changes as part of normal development, could
make it difficult to distinguish from the mental illness.30 Most
adolescents are not able to access health services independently
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and are accompanied by a caregiver. This could result in
reluctance to engage with the practitioner, fear of disclosing
personal information to the caregiver, or fear of stigmatisation
by others.30

with mental illnesses are significant contributors to self-harm
and suicide attempts amongst this group.36,40 Evidence has
shown that individuals who felt excluded from social and work
interactions due to mental health issues, were likely to attempt
committing suicide.36 Stigma and discrimination do not only

The mental illness treatment plan for adolescents should be
multimodal, including family and school involvement, the
use of psycho-education, pharmacological and psychosocial
interventions.28 Various factors should be considered when
medication is prescribed, including the severity of the psychiatric
disorder, past psychiatric history, family history, medical history
and patient and family preference. Polypharmacy should be
avoided and the appropriate dosage with slow titration is
important. Being adequately prepared and equipped with
knowledge to meet the specific needs of adolescents with
mental health challenges, is one step in the right direction of
ensuring the wellbeing of this group of young people in whom
mental illness is poorly detected and sub-optimally treated.27

affect people with mental disorders but also their families and
caregivers.38,39
Structured interventions that address national and cultural
disparities should be identified to reduce stigma towards mentally
ill people.41,42 Media campaigns that address stereotypes, cultural
barriers, biases and myths should be designed to address specific
stigmatising behaviours among specific target populations.42,43
Platforms that encourage people with mental disorders to share
their experiences may be useful in promoting social integration
and addressing social discrimination.43 Initiatives that increase
health providers’ awareness and promote diagnosis and

Suicide due to mental health disorders

treatment of mental disorders could reduce both stigma and

Suicide is a global health challenge with economic and societal
consequences.31-33 Over 800 000 suicide-related deaths occurred
in 2012 globally with suicide being the second leading cause of
death for young people aged between 15 and 29 years.34 The
suicide burden is highest in low- to middle-income countries,
despite underreporting of suicide cases, due to cultural, social
and religious stigma.31-34 Approximately 90% of all suicides
are attributed to psychiatric illness such as mood disorders,
personality disorders, alcohol and substance abuse disorders.31
Severe mental disorders are associated with an increased risk
of suicide and suicide attempts in comparison to the general
population.31-33 Suicide is 15 times more likely in bipolar disorder
patients compared to the general population, with as many as
7–15% of all bipolar sufferers committing suicide.35

suicide associated with stigma.38 Integration of mental health
services into PHC in South Africa is a necessary step towards
addressing stigma and discrimination of mentally ill people.42
Counselling of affected families should address how to deal with
the different levels of stigma.42

Management of mental disorders
The successful management of mental disorders is complex,
with integrated treatment plans, including pharmacological,
psychological and social interventions.44 While psychosocial
interventions are important in promoting recovery and
improving quality of life, pharmacological treatment remains the
mainstay of therapy.44

Suicide prevention interventions should be comprehensive,
collaborative and take into consideration the complexity of
mental conditions.34,36 Interventions may include training
for health professionals and the community to raise public
awareness and reduce stigma.29 Suicide prevention strategies
should be implemented at population and individual levels and
can include restricting access to suicide means (medication,
firearms, pesticides, toxic substances), introducing policies that
limit alcohol intake, responsible media guidelines and follow-up
care for people who attempted suicide.34,37 Early diagnosis and
treatment of mental disorders should be prioritised as well as
strengthening of PHC facilities as primary care providers have
frequent interaction with suicidal patients.36

Pharmacological management of mental disorders is briefly
summarised in Table I.
Psychological interventions focus on the individual and
may include cognitive behaviour therapy, psychoeducation,
family focused education and supportive psychotherapy.17,35,44
Exposure-based, trauma-focused cognitive behaviour therapy is
one of the first-line therapies in the management of PTSD.44
Social interventions aim to improve adherence to treatment,
reduce symptoms and limit behaviour that may result in injury.
Social interventions may include social skills training, appropriate

Stigma and discrimination associated with mental
health disorders

housing, supported employment and adaptation to life in the

People with mental health conditions commonly face stigma
and discrimination, which impact negatively on their lives and
are associated with poor mental health prognosis and increased
premature mortality.38,39 Stigma associated with mental illness
and consequent discrimination is considered the cause of
worse outcomes than the actual mental illnesses (or barriers
to improvement).39 Stigma and discrimination against people

Physical interventions include electroconvulsive therapy (ECT),

www.tandfonline.com/oemd

community.44

which is a treatment option available to patients with severe
depression who present with psychotic features.17 In patients
with bipolar mood disorder, ECT in combination with mood
stabilisers should be considered if symptoms and/or behavioural
disturbances are severe or protracted.35
27
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is in line with the policy as it recognises the involvement of the
community and all healthcare stakeholders in the management
of mental health.45 Staging implies that with appropriate
treatment and care, along with addressing relevant risk factors
or strengthening environments that promote mental health at
population level, mental health care is modifiable.35

Table I. Summary of pharmacological treatment options for mental
disorders16,35,44
Mental disorder

Pharmacological management
options

Major depressive disorder
Post-traumatic stress
disorder during
pregnancy

Tricyclic and tetracyclic anti-depressants
Tricyclics:
• Amitriptyline
• Imipramine
Tetracyclics:
• Amoxapine
• Maprotiline

Major depressive disorder
Bipolar disorder
Anxiety
Post-traumatic stress
disorder

Serotonin reuptake inhibitors
• Citalopram
• Escitalopram
• Fluoxetine
• Fluvoxamine
• Paroxetine
• Sertraline
Anticonvulsants
• Pregabalin

Major depressive disorder
Post-traumatic stress
disorder

Serotonin-norepinephrine reuptake
inhibitors
• Venlafaxine
• Duloxetine

Major depressive disorder
Bipolar disorder

Norepinephrine-dopamine reuptake
inhibitors (NDRIs)
• Bupropion
Atypical antipsychotics:
• Aripiprazole
• Olanzapine
• Quetiapine
• Clozapine

Major depressive disorder

Monoamine oxidase inhibitors
• Tranylcypromine
• Phenelzine
• Moclobemide

Bipolar disorder, anxiety

Anxiolytics
Benzodiazepines:
• Lorazepam
• Clonazepam

Bipolar disorder

Mood stabilisers
Anticonvulsants:
• Lamotrigine*
• Carbamazepine*
• Gabapentin
Other
• Lithium

In order to incorporate mental health into comprehensive PHC,
the South African National Mental Health Policy Framework
and Strategic Plan 2013–2020 aims to scale up decentralised
integrated PHC services, which will include community-based
care, PHC clinic care and district hospital-level care.5
General practitioners (GPs) at PHC level are in the ideal position
to potentially fulfil several important roles in the care of mental
health patients. They are accessible to patients and often the
initial clinical contact for the patient seeking treatment.46 This is
an ideal opportunity for GPs to provide screening services and
risk assessment services for common mental health disorders
such as depression.47 They can do first stage screening for mental
health conditions, through basic assessment of mental health.48
This includes a brief interview inquiring about mental health
symptoms, family history of mental illness and any other factors
that might be causing anxiety or stress, a physical examination
as well as some laboratory tests. Special attention should be
paid to vulnerable populations, such as patients with intellectual
disabilities, who are prone to mental illness.6
In addition to pharmacological treatment, depending on
the patient’s needs, GPs can refer patients to a counsellor,
psychologist, psychiatrist or other mental health professional.
They have the opportunity to connect patients with psychosocial
services and specialised care providers. In addition, psychiatric
services alone can neither meet the demand for care, nor
provide it cost-effectively, hence GPs are increasingly called
upon to provide appropriate care.49 Providing these kinds of
services can enable GPs to identify patients with a suspected
mental health problem, refer them for further treatment and
act as the link between different areas of care.45,47 Furthermore,
PHC practitioners can play an important role in mental health
awareness and reducing stigma associated with mental health
disorders.6

*Limited efficacy in the prevention of mania in bipolar II depression

Sub-optimal adherence to medicines used in the treatment of
mental health disorders in particular, remains a challenge, and
side-effects from antipsychotic medicines are known to have a
negative impact on adherence rates.45,47 Additionally, patients
on multiple antipsychotic medicines, and those on other chronic
medicines as well, may also experience more side-effects
as compared to those on monotherapy.45 To ensure patient
safety, the GP can work with the pharmacist, who can provide
counselling on the safe and effective use of medication, monitor
adverse drug reactions and prevent possible medication-related
problems.50

Integration of mental health care into primary health
care
The South African Mental Health Policy aims to integrate mental
health care into PHC by introducing several strategies such
as scaling up decentralised primary mental health services,
increasing public awareness regarding mental health, promoting
mental health in the South African population, empowering local
communities to participate in promoting mental wellbeing and
recovery within the community, and ensuring that the planning

Because of the significant short- and long-term morbidity
associated with adolescent mental illness, creating awareness,
improved screening, detection and treatment of mental illness
is a priority.30 This can be achieved through an integrated
healthcare system, providing medical and mental health care at
primary and secondary level.30

and provision of health services are evidence-based.5
The Lancet Commission (2018) has adopted a staging approach
for the classification and treatment of mental disorders that can
be used to achieve the strategies outlined by the South African
Policy Framework.45 The approach is summarised in Figure 1 and
www.tandfonline.com/oemd
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Mental wellbeing
No distress

Stage of non-specific
mental distress
Need more awareness
and understanding to
promote self-help

Early treatment
Better management
and prevention for
improvement of
overall mental health
and reduction of
symptoms

State of specific
mental syndrome
Progressive treatment
aligned to evidence
related to specific
disorders

Stage 0

Stage 1a

Stage 1b

Stage 2

29

Asymptomatic
• Public mental health promotion and illness prevention
• No individual treatment or intervention
Non-specific mental distress
• Self-help and support from informal networks
• Interventions raising population mental health literacy
• Identification of stressful or noxious environmental exposures
• Explore environmental modification/develop coping strategies
Sub-syndromal or subthreshold symptom profile
• Advice and transdiagnostic psychosocial support from PHC
• Identification of high-risk individuals and monitoring

Full defined syndrome
• First episode treatment in primary care
• Specialist care available for primary health services through properly resourced collaborative models
• Effective referral through stepped care for complex/unresponsive cases

Stage 3

Recurrence
• Specialist mental health service in collaboration with PHC
• Ongoing community and multi-sectoral support

Stage 4

Treatment resistance
• Specialist mental health service in collaboration with PHC
• Rehabilitation and ongoing community support

Figure 1. Staging of mental disorders45
Box II. Patients with mental health challenges – where to get help
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